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Abstract  Hand  and  wrist  masses  represent  a  common  diagnostic  challenge.  They  are  pre-
dominantly  due  to  pseudomasses,  which  are  mostly  cysts  and  to  benign  masses  that  include
tenosynovial  tumors,  ﬁbrohamartolipomas,  vascular  malformations,  glomus  tumors  and  epider-
mal inclusion  cysts.  Malignant  tumors  of  the  wrist  and  the  hand  are  extremely  rare.  Magnetic
resonance imaging  is  the  imaging  technique  of  choice  to  characterize  and  circumscribe  lesions
to determine  the  best  treatment  option.© 2015  Published  by  Elsevier  Masson  SAS  on  behalf  of  the  Éditions  françaises  de  radiologie.
Wrist  and  hand  tumors  are  common  conditions  and  are  generally  due  to  pseudomass  lesions
(such  as  synovial  cysts)  or  to  benign  tumors  [1,2]. By  contrast,  malignant  tumors  in  this
location  are  extremely  rare.  The  frequency  of  the  different  lesions  greatly  varies  among
studies  because  of  obvious  recruitment  bias  (imaging  vs.  surgical  series).  Hand  tumors
account  for  12.8%  of  all  soft  tissue  tumors  with  almost  80%  being  tumors  in  a  surgical
series.  The  incidence  of  pseudomasses  is  markedly  underestimated  [3].  In  a  series  of  134
hand  masses,  27%  of  lesions  were  synovial  cysts  and  25%  were  benign  tumors  (lipomas,
tenosynovial  tumors  and  vascular  malformations  being  the  most  common  with  equal  inci-
dence)  (Table  1)  [2].  In  this  article  only  tumors  with  speciﬁc  tropism  for  the  hand  and  wrist
were  considered,  irrespective  of  their  incidence  (Table  2) [1].Giant cell tumor of the tendon sheath
Giant  cell  tumor  of  the  tendon  sheath  (GCTTS)  is  the  second  most  common  tumor  after
synovial  cysts  in  the  hand  [4—6].  GCTTS  is  an  extra-articular  form  of  pigmented  villonodular
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Table  1  Distribution  of  136  hand  masses  investigated  by  MRI  [2].
n  (%)  Conﬁrmation
Pathology  Doppler  ultra-
sound/Arteriography
Follow-up
Synovial,  peritendon  cysts 36  (27) 7 29
Soft  tissue  tumors  34  (25)
Tumors  of  adipous  tissue  8
Lipoma  7  5  2
Myxoid  liposarcoma  1  1
Tumors  of  synovial  tissue  8  7  1
Tumors  of  blood  vessels:  hemangiomas  9
Capillary  2  2
Cavernous  3  2  1
Arteriovenous  1  1
Venous  2  1
Masson’s  angioma  1  1
Tumors  of  ﬁbrohistiocytic  tissue  3  3
Superﬁcial  ﬁbromatosis 1
Fibroma  of  tendon  sheath  1
Malignant  ﬁbrous  histiocytoma 1
Tumors  of  peripheral  nerves 3  3
Schwannoma  2
Fibrolipomatous  hamartoma 1
Tumors  of  striated  muscle 1  1
Tumors  of  smooth  muscle 1  1
Tumors  of  perivascular  tissue 1  1
Unproved  soft  tissue  tumors 5  5
Non  neoplastic  pathologies 31  (23)
Extensor  compartments 18  2  16
Flexor  tendons  7  7
Flexor  carpi  radialis  4  1  3
Tenosynovial  chondromatosis  2  2
Articular  diseases  8  (6)
Synovitis  5
Tuberculous  1  1
Non-speciﬁc  4  1  3
Osteo-arthritis  (osteophyte)  1  1
Joint  effusion  1  1
Swan-neck  deformity  1  1
Non  neoplastic  vascular  masses  2  (1,5)  2
Cubital  artery  aneurysm  1
Inﬂammatory  thrombophlebitis  1
Other  9  (7)
Post-traumatic  4  4
Epidermic  inclusion  cyst  3
Foreign  body  granulomatous  reaction  1
Postsurgical  2  1  1
Inﬂammatory  3  3
Cellulitis  2
Myositis  1
Anatomical  variants 6 (4,5)
Accessory  bone 2
Accessory  muscle 2
Normal  structures  2
No  MR  correlation  8  (6)  8Total  134  (100)  46  5  83
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Table  2  Lesions  with  tropism  for  the  hand  and  wrista [1].
Classiﬁcation  of  lesions  by  etiology
Disease  Number  Age  Sex  M/F  Site
Benign  tumors 44
Fibrolipohamartomaa 5  2—58 3  M/2F Wrist:  4;  hand:  1
Lipoma  6  50—72  4  M/2F  Wrist:  1;  hand:  5
GETSa 13  20—53  3  M/10F  Hand,  ﬁnger
Pigmented  villonodular  synovitis  2  56  M  Wrist
Hemangiomaa 12  5—64  5  M/7F  Wrist:  2;  hand:  10
Extra-osseous  chondroma  1  40  M  Hand
Neurogenic  tumor  2  51—73  2  M  Hand
Glomus  tumora 3  22—54  3F  Finger
Malignant  tumors  7
Synovial  sarcoma  2  47—56  2  F  Hand,  wrist
Neuroﬁbrosarcoma  1  17  M  Hand
Clear  cell  sarcoma  1  25  F Hand
Non-skeletal  chondrosarcoma  1  70  M  Hand
Rhabdomyosarcoma  1  22  M  Hand
Undifferentiated  sarcoma  1  47  F Hand
Pseudomasses  20
Lymph  node  cysta 6  19—63  3  M/3  F  Wrist:  2;  ﬁngers:  4
Synovial  cyst 1 22  F Hand
Tendon  cyst 1 57  F Hand
Gouta 1  75  M  Finger
Infection  2  3—32  M/F  Wrist,  ﬁnger
De  Quervain’s  tenosynovitis 1  47  F Wrist
Myositis  ossiﬁcans 2  11—15 2  M Hand,  ﬁnger
Accessory  muscle 1  13  M  Wrist
Dupuytren’s  diseasea 3  29—61 3  M Hands:  3
Epidermal  inclusion  cysta 1  40  F Finger
Fibro-adipose  tissue  1  24  M  Hand
GCTST: Giant cell tendon sheath tumor; M: male; F: female.
a The most common lesions with tropism for the hand and wrist.
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ﬁbrous  tissues  surrounding  the  nerve,  inﬁltrating  the  epineu-ynovitis  (PVNS).  Two  forms  are  classically  described  in  the
nger:  a  localized  form  or  nodular  tenosynovitis  affecting
 ﬁnger  tendon  sheath  and  a  diffuse  form,  or  proliferative
r  ﬂorid  tenosynovitis  with  multiple  nodules,  which  may
nvolve  a  ﬁnger  joint.
Histologically,  GCTTS  is  identical  to  the  classical  pig-
ented  PVNS.  The  affected  tendons  (ﬂexors  are  affected
wice  as  often  as  extensors)  are  usually  eccentric  but  in
ontact  with  the  lesion  [4].  A  tendon  is  rarely  completely
urrounded  by  the  tumor  and  its  structure  remains  intact.
he  peak  age  of  incidence  is  between  30  and  50  years  and
he  proximal  palmar  surface  of  the  index  and  third  ﬁngers
re  usually  affected  [1].  The  lesions  remain  asymptomatic
or  a  long  period  of  time  unless  a  vascular  nervous  bundle
r  joint  is  invaded.  Scalloping  and  more  rarely  a  periosteal
eaction  next  to  the  tumor  may  suggest  a  periosteal  chon-
roma  on  radiographs.  Ultrasound  ﬁndings  are  non-speciﬁc
nd  GCTTS  presents  as  a  solid  mass  with  multilobulated  out-
ines  and  a  few  vascularized  areas  on  Doppler.  Magnetic
esonance  imaging  (MRI)  is  more  speciﬁc  and  shows  nod-
les  containing  areas  of  low  signal  on  T1-  and  T2-weighted
mages  and  heterogeneous  enhancement  after  intravenous
dministration  of  a  gadolinium  chelate  indicating  chronic
r
p
bemorrhagic  changes.  The  lesions  generally  show  hypersig-
al  on  STIR  images  [4]  (Fig.  1).  Although  GCTTS  contain
ewer  hemosiderin  deposits  than  diffuse  articular  PVNS,  it  is
seful  to  identify  them  on  gradient  echo  MR  images  (Fig.  2).
he  contact  with  a  tendon  sheath  and  speciﬁc  behavior  of
he  MRI  signal  suggest  the  diagnosis.  It  is  difﬁcult  on  MRI,
owever,  to  distinguish  these  from  tendon  sheath  ﬁbromas
lthough  these  are  ten  times  less  common.  Low  intensity
reas  in  this  later  case  are  due  to  very  dense  areas  of
ollagen  which  are  less  subject  to  magnetic  susceptibility
rtefacts.  Treatment  of  GCTTS  consists  of  surgical  excision
ut  the  recurrence  rate  may  be  as  high  as  27%  [1].
ibrolipohamartoma
his  is  also  known  as  a  neural  ﬁbrolipoma  or  perineural  or
ntraneural  lipoma.  It  is  a rare  lesion  which  presents  from
hildhood  onwards  and  involves  proliferation  of  fatty  andon  and  perineuron  [1,7,8]. It  presents  with  a  slowly  growing
almar  mass  on  the  wrist  and  forearm.  The  median  nerve  is
y  far  the  most  often  affected  although  ulnar  or  radial  nerve
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Figure 1. Giant cell tumor of the tendon sheath of the ﬂexor pollicis longus tendon. MRI (axial STIR a), and T1-weighted image before
intravenous administration of a gadolinium chelate, (b), T1-weighted image after intravenous administration of a gadolinium chelate (c)
and sagittal slice (d). The rounded and clearly delineated mass (star) is hypointense on STIR image compared to the nail bed, and shows
intermediate signal on T1-weighted image, enhancement after intravenous administration of a gadolinium chelate. Few hemosiderin deposits
(black arrows). The mass is eccentric but remains in close contact with the insertion of the ﬂexor tendon (white arrow).
Figure 2. Giant cell tumor of the ﬂexor tendon sheath ﬁnger.
T2*-weighted MR image in the sagittal plane. Note the predominant
low T2* signal of the lesion (star), associated with very low signal
intensity of peripheral hemosiderin deposits (white arrows). The
Figure 3. Macrodactyly with clinodactyly and interdigital
o
h
Vlesion is clearly delineated and eccentric.
lesions  may  be  present  at  the  wrist  or  elbow.  Carpal  tun-
nel  syndrome  is  a  common  symptom  but  is  unusual  in  young
patients.  In  a  third  of  cases  coexistent  macrolipodystrophy
and  macrodactyly  are  present.  Radiographs  are  suggestive
with  ﬁndings  of  macrodactyly,  often  with  clinodactyly  and
overgrowth  interphalangeal  osteoarthritic  changes,  which
most  commonly  affect  the  2nd  and  3rd  digits  (Fig.  3).  Conﬁr-
mation  of  the  diagnosis  is  straightforward  by  ultrasound,
CT  or  MRI  showing  thickened  nerve  bundles  dispersed  by
endoneural  fatty  inﬁltration.  The  fatty  component  is  occa-
sionally  limited  or  replaced  by  ﬁbrous  tissue  (Fig.  4).  The
disease  may  spread  to  the  inter-digital  and  then  digital
branches  with  perineuronal  fat  hypertrophy  in  the  palm  and
ﬁngers.  Occasionally  the  disease  is  exclusively  distal  in  the
ﬁngers  [9].
V
h
hsteoarthritis of the 2nd and 3rd ﬁngers associated with a ﬁbrolipo-
amartoma. Postero-anterior hand X-ray image.
ascular malformationsascular  malformations  are  common  in  the  hand  but  do  not
ave  any  speciﬁc  features  apart  from  glomus  tumors.  Child-
ood  hemangiomas  are  superﬁcial  and  regress  in  adulthood.
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Figure 4. Fibrolipohamartomas of the median and ulnar nerves. T1-weighted MR image in the transverse plane (a) and sagittal plane
passing through the ulnar nerve (stars) (b). Enlargement of the median nerve (white arrowheads) with dispersion of the nerve bundles and
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sbrous perifasicular inﬁltration, which is hypointense on T1-weighte
erve, with perifasicular intraneural lipoma that shows hypersignal
hese  are  usually  venous  malformations  found  mostly  in
omen  around  the  3rd  decade  of  life  and  often  have  a
oncomitant  fatty  component  although  this  is  not  a  constant
nding  is  small  lesion.  The  malformations  may  be  intramus-
ular  in  the  hand  but  are  usually  subcutaneous  in  the  ﬁngers
1,4,10,11]  (Fig.  5a).  Imaging  cannot  distinguish  between
apillary,  cavernous,  arterio-venous  or  venous  malforma-
ions  but  can  separate  fast  from  slow  ﬂow  malformations.
hleboliths,  which  are  seen  on  radiographs,  are  not  a  con-
tant  ﬁnding  and  ultrasound  and/or  MRI  are  necessary  to
xplore  the  whole  hand  because  of  the  often  extensive  or
ultifocal  nature  of  the  malformations.  The  vascular  ori-
in  is  suggested  from  tubular  components,  a  heterogeneous
ignal  due  to  mixed  blood,  calciﬁcation  and  fatty  tissue
12].  Fluid/ﬂuid  levels  are  uncommon  (Fig.  5b).  Small  dig-
tal  malformations  may  behave  more  homogeneously.  Fast
t
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igure 5. Venous malformation of the volar surface of the 4th right
mage in the transverse plane (b), MR angiography in the coronal plane 
ith clearly delineated limits and ﬂuid-ﬂuid levels (black arrowheads) 
uggesting a slow ﬂow malformation are present. Tubular dilated venousage. Enlargement of the superﬁcial and deep branches of the ulnar
1-weighted image.
rterial  ﬂow  is  detected  on  Doppler  ultrasound  and  on  MRI
‘‘ﬂow  voids’’  or  with  the  dynamic  enhancement  curve).
igh  spatial  resolution  MR  angiography  images  of  the  whole
and  with  MIP  reconstruction  are  useful  for  full  mapping  of
he  malformation  and  assessment  of  its  microarchitecture
Fig.  5c)  [13].
lomus tumor
his  tumor  has  major  tropism  for  the  extremities,  and  par-
icularly  the  subungual  regions  (the  ﬁngers  far  more  often
han  the  toes)  (75%  of  glomus  tumors).  They  are,  never-
heless,  rare  tumors  (1.2%  of  hand  tumors),  which  develop
rom  glomus  bodies  in  the  nail  bed.  They  have  a  very  strong
emale  predominance.  The  distal  lesions  in  the  nail  bed  are
 ﬁnger. Volar view (a) with bluish skin coloring. T2-weighted MR
with maximum intensity projection reformatting (c). Lesion (star)
on the course of the lateral digital vascular bundle. No ﬂow voids
 structure on MR angiography (white arrows).
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visible  as  a  red-blue  spot  if  the  lesion  is  relatively  large.
More  proximal  lesions  beneath  the  matrix  are  hidden  under
the  posterior  nail  fold  but  may  produce  a  longitudinal  ﬁssure
along  the  nail  if  the  matrix  is  compressed.  Radiographs  only
detect  bulky  lesions  associated  with  erosion  of  the  dorsal
aspect  of  the  phalanx.  These  tumors  quickly  become  very
painful,  the  pain  being  exacerbated  by  pressure  and  cold.
Doppler  ultrasound  is  useful  to  demonstrate  a  hypervascu-
larized  nail  bed  nodule  and  the  presence  of  neighboring  bony
scalloping  is  a  common  signiﬁcant  additional  sign.  The  small-
est  tumors  detected  by  ultrasound  2  mm  in  size.  Caution  is
required  as  occasional  multiple  lesions  may  occur  (under  3%)
and  the  whole  of  the  nail  bed  should  be  investigated.  Glomus
tumors  can  very  rarely  be  located  on  a  different  region  of  the
hand  (particularly  the  pulp)  or  body.  MRI  is  indicated  either
for  ﬁrst  line  use  and  particularly  for  a  painful  post-operative
recurrence  or  after  ultrasound  if  this  is  non-contributory.
Because  of  the  small  size  of  the  lesions,  a  coil  or  a  ﬁnger
microcoil  should  be  used.  Appearances  are  identical  with
a  hypervascularized  nail  bed  nodule  (hyper  intense  on  T2-
weighted  imaging  and  enhancing  strongly  with  gadolinium)
(Fig.  6).  However,  rare  cases  may  present  a  mucoid  behavior
(high  signal  on  T2-weighted  images  and  poor  enhancement)
or  a  solid  behavior  (signal  close  to  signal  of  normal  nail  bed).
MR  angiography  with  MIP  reconstruction  of  the  ﬁngertip  is
useful  to  detect  satellite  nodules,  and  post-operatively  to
distinguish  recurrence  from  scar  tissue  [14].
Epidermal inclusion cyst
Epidermal  inclusion  cyst  is  due  to  pseudoepidermal  cells,
which  become  keratinized  after  an  injury  or  surgery  [1].
The  hand  and  palmar  surface  of  the  ﬁngers  are  particu-
larly  at  risk  of  injuries.  Acute  inﬂammation  may  occur  after
cyst  rupture  and  further  release  of  cholesterol  crystals.  The
classical  punched  out  lacuna  in  the  distal  phalanx  is  rare
and  ultrasound  is  more  sensitive  and  more  speciﬁc  show-
ing  a  lesion  with  regular  outlines  (unless  it  is  ruptured),
which  is  ovoid  in  shape  with  variably  heterogeneous  contents
(occasionally  ‘‘pseudotesticular’’).  Posterior  enhancement
on  ultrasound  is  an  almost  constant  ﬁnding  and  thin  linear
highly  echogenic  more  or  less  organized  internal  echoes  are
c
n
a
c
Figure 6. Nail bed glomus tumor. STIR-weighted MR images in the transv
of a gadolinium chelate (b) and MR-angiography in the coronal plane with
nodular mass in the medial part of the nail bedwith a high signal on STIR
a gadolinium chelate (star). Deep scalloping on the medial cortex of the
tumor during the arterial phase (white arrowhead).1243
uggestive  of  keratin  debris.  Doppler  ultrasound  is  only  posi-
ive  if  inﬂammatory  features  are  present  following  rupture.
he  dermal  origin  of  the  cyst  with  classical  thinning  of  the
ermal  lining  is  difﬁcult  to  conﬁrm  in  the  nail  region.  Calci-
cations  are  rare  and  are  more  suggestive  of  pilomatricoma
15]. MRI  appearances  are  also  suggestive  with  a  periph-
ral  layer,  which  is  identical  in  thickness  and  appearance  to
he  epidermis  (Fig.  7b)  and  an  internal  heterogeneous  signal
ith  always  a  partly  hypointense  component  on  T2-weighted
mages  (keratin)  (Fig.  7a).  Very  occasionally,  sheets  of  ker-
tin  distributed  in  an  onion  bulb  appearance  are  visible.
eak  partial  enhancement  occurs.
Some  tumor  lesions  are  relatively  speciﬁc  for  the  nail
ystem  but  are  not  routinely  investigated.  These  are  the
cral  ﬁbromyxoma,  keratoacanthoma,  onchymatricoma  and
alignant  melanoma.
arcomas of the soft tissues of the hand
oft  tissue  sarcomas  are  very  rare  in  the  hand  and  should
nly  be  considered  after  excluding  the  most  common  post-
raumatic  inﬂammatory  processes  such  as  ﬂorid  periostitis
nﬂammatory  pseudotumor  of  the  hand.  Some  superﬁcial
arcomas,  however,  have  tropism  for  the  upper  limb  and
and.  Patients  should  be  referred  to  a musculoskeletal  sar-
oma  reference  center  if  they  have  a  suspicious  poorly
elineated  hypervascularized  invasive  lesion  [16].
pithelioid sarcoma
pithelioid  sarcoma  affects  young  males  (16  to  35  year  old)
nd  usually  the  upper  limb  (60%).  A  past  history  of  injury  is
ound  in  25%  of  cases.  This  highly  malignant  tumor  is  accom-
anied  by  lymphadenopathy  in  33%  of  cases  and  metastases
n  50%  of  them.  Calciﬁcations  are  seen  on  radiographs  in  20%
f  cases.  The  lesion  must  not  be  confused  with  ﬁbromatosis
f  it  is  located  on  the  palm.  MRI  is  essential  and  should  be
sed  in  combination  with  any  initial  ultrasound.  Gadolinium-
helate  administration  is  useful  to  show  the  hypervascular
ature  of  the  lesion,  delineate  any  areas  of  necrosis  and
ssess  its  deep  extension  to  the  aponeuroses,  tendons,  vas-
uloneuronal  bundles  and  joints  (Fig.  8).
erse plane (a), T1-weighted image after intravenous administration
 maximum intensity projection reformatting (c). Clearly delineated
 image and show enhancement after intravenous administration of
 distal phalanx (white arrows). Early enhancement of the glomus
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Figure 7. Nail bed epidermal inclusion cyst. Fat-saturated T2-weighted MR images in the transverse plane (a) and T1-weighted MR images
in the coronal plane (b). Nodular lesion containing central low signal in
arrows). Peripheral regular isointense wall with epidermal layer on T1-
osteolysis of the distal phalanx (white arrows).
Figure 8. Epithelioid sarcoma. Fat-saturated T1-weighted image
in the transverse plane after intravenous administration of a
gadolinium chelate shows poorly delineated hypervascularized
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rare  superﬁcial  sarcoma  and  requires  gadolinium
F
M
s
aesion (white arrowheads) inﬁltrating the radial carpal ﬂexor ten-
ons (white arrow) and long palmaris longus tendon (black arrow).
cral ﬁbroblastic myxoinﬂammatory sarcoma
he  upper  limb  is  more  often  affected  (70%),  particularly
he  ﬁngers  in  middle-aged  people.  This  is  a  low  grade  subcu-
aneous  tissue  tumor  which  does  not  contain  calciﬁcations.
he  myxoid  component  leads  to  confusion  with  a  synovial
igure 9. Acral myxoinﬂammatory ﬁbroblastic sarcoma. MRI of the wr
R image (b) and fat-suppressed T1-weighted image in the sagittal plan
ubcutaneous tissue, hyperintense on T1-weighted image and markedly 
dministration of a gadolinium chelate, there is a high enhancement wittensity areas on T2-weighted images due to keratin sheets (black
weighted image (arrowhead). Destruction of the matrix root and
yst  (Fig.  9a—b).  If  any  atypical  ﬁndings  are  present,  gadolin-
um  enhancement  is  needed  and  shows  progressive  delayed
nhancement  of  the  whole  lesion  suggestive  of  tumors  with
 myxoid  component  (type  5  enhancement  curve).  Its  bor-
ers  may  be  blurred  with  extensions  along  the  aponeuroses
Fig.  9c).  Recurrences  are  common.
Take-home  messages
• The  tumor  to  remember  is  the  giant  cell  tumor  of  the
tendon  sheath,  which  is  the  second  most  common
cause  of  hand  masses  and  has  characteristic  MRI
features.
• Vascular  malformations  are  also  common  causes  of
hand  masses  and  are  speciﬁc  in  appearance  on
ultrasound  and  MRI.  Slow  ﬂow  venous  malformations
are  the  most  common  in  adults.
• Glomus  tumors  have  high  tropism  for  the  ﬁngertips.
Lesions  as  small  as  2  mm  can  be  seen  on  ultrasound
and  MRI.
• An atypical  ‘‘synovial  cyst’’  should  suggest  a  veryenhancement.  Patients  should  be  referred  to  a
sarcoma  reference  center.
ist, T1-weighted image in the transverse plane (a), STIR-weighted
e (c). Bulky mass on the dorsal aspect of the wrist limited to the
hyperintense and heterogeneous on STIR image. After intravenous
h a comet tail aponeurotic extension (arrowheads).
MRI  of  wrist  and  hand  masses  
Clinical case
A  35-year-old  woman  was  referred  for  pain  at  the  end  of  her
index  ﬁnger  exacerbated  by  cold.  The  ultrasound  (Fig.  10)
and  MRI  (Figs.  11  and  12)  ﬁndings  are  presented  below.
Figure 10. Nail bed ultrasound: sagittal section in Doppler power
mode.
Figures 11 and 12. Fat-suppressed T1-weighted MR image of the ﬁ
gadolinium chelate (Fig. 11); MR-angiography in the coronal plane with m
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uestions
.  Describe  the  ultrasound  abnormalities
.  Describe  the  MRI  abnormalities
.  What  is  the  most  likely  diagnosis?
nswers
.  Two  hypervascularized  nodules  are  present  in  the  nail
bed  close  to  each  other  with  minimal  scalloping  of  the
distal  phalanx.
.  Fat-suppressed  T1-weighted  image  in  the  transverse
plane  obtained  after  intravenous  administration  of  a
gadolinium  chelate  shows  an  enhancing  nodule  in  the  nail
bed  with  clearly  delineated  outlines  and  scalloping  of  the
distal  phalanx.  MR-angiography  provides  precise  mappingnger in the sagittal plane after intravenous administration of a
aximum intensity projection (Fig. 12).
of  the  whole  nail  bed  and  shows  two  hypervascular  nod-
ules  during  the  venous  phase.
.  The  most  likely  diagnosis  is  multiple  glomus  tumors.
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